tIHE recognition of surgical dyspepsia involves interpretations of signls andl symptoms, a knowledge of the living patlhology of the abdomen, anl familiaritv with surgical techniique. Consequently it is only to be expected that a nlumber of suitable cases never receive the benefits of surgery, and that a niumber of unsuitable cases are operated upoIn. ' The occasional operation death. Very little remains to be said of the signs, symptoms, and pathology, but finality lhas not been reached on the lorm or applicability of the operation. We know, of course, that the removal of a diseased or deformedl appendix, the removal of a gallstone, the removal of an inflamed gall-bladder, or the division of an adhesion, may cure a dyspepsia. We hasve quite decided that a dilated hypertrophied stomach, secondary to a pyloric or duodeinal scar, is ideally treated by gastro-enterostomy, and most surgeonis can show<I an occasional good result after partial gastrectomy for cancer, but noni-obstructinig duodenal ulcer and gastric ulcer still remain a battleground.
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A large number of gastric ulcers will be founid on1 the posterior aspect of the lesser curve, completely perforatinig the stomach wvall and floored by the pancreas. At operationi one findls the margini of the ulcer formed of cicatricial tissue, andc the aperture floore(d by the pancreas may be anything in size from a shilling to the palm of the hand. No one has convinced me that healing ever takes place in such a coniditiotn, and therefore one must remove the pathological area or condemn the patient to continiue throughout the remain(der of his days with an aperture in the biack of the stomach. All that a gastro-enterostonm could possibly (1o would be to relieve the symptoms-it coul(d niot alter the aniatoiiical condition. There is, ther-efore, much to be said in favour of gastrectomy (hemi-or two-third) for the treatment of the chronic perforation of the lesser curve of the stomach, and later on the results of a series of gastrectomies will be referred to. rhe small non-perforating ulcer is quite a different problem,. and manv surgeons would be content in this case to (lo a local excision plus a gastro-enterostomv. Examination of the stomachs removed by gastrectomy teaches one, however, that the ulcer is only a part of the pathology, and that the ulcer is always accompaniied by a more or less extensive area of gastritis. 'Fhis gastritis might disappear after the formation of the gastroenterostomy.
The non-obstructing (luodenal ulcer is the main cause of dispute at the presenit time. The figures of Moynihan, Sherren, and( WValtoni show remarkably good results with gastro-enterostomy, whilst many Continental surgeons deny the efficacy of this operation and carry out extenisive gastrectomy for this conidition. rhe gastroenterostomist claims a low operative mortality and an eighty per cent. cure, whilst the gastrectomist claims freedlom fronm all forms of secondary ulcer, but at the price of a higher operative mortality.
Secondary ulceration, either in the stomach, stoma, or jejunum, is the chief bad after-result in gastro-enterostomy, and it is said to occur most frequently in young adults with hyperchlorhydria. Even though it does occur, it can be dlealt with surgically, and later oni two cases of jejuno-colic fistula wNill be fully reported. British surgeons still support gastro-enterostonw as the ideal measurc for nonobstructing duodenal ulcer.
Secondary ulceration attacking the stomach, the margin of the gastro- 0peration: 'I'he tranisverse colon was adherent to the efferent limb of the jejunum and the adjacent part of the gastro-enterostomy. On separating these parts, a jejuno-colic fistula the size of a florin was exposed. Superiorly the fistula included the lower angle of the gastro-enterostomy. 'The mucous membrane was everywhere perfectly healthy. The colic and jejunal apertures were closed and infolded.
Recoverv wvas uneventful, and the patient has been on full duty for some months.
'I'hese two cases would encourage one to tackle such cases with more confidence, and they suggest that the colonic faeces coming in conitact with the jejurnal ulcer leads to healing. 'lThe reaction of the colon contents is alkaline, and this may be the healing property.
It is worthy of note that in the Middle Ages a watery extract of cow dung formed a part of certain prescriptions.
In view of the fact that there has been recent discussion on the operative treatment of gastric and (luodenal ulcer, on the lines of gastro-enterostomy versus gastrectomy, it may be of value to review a series of sixty-six consecutive cases in which one has performecd gastrectomy for gastric ulcer.
There were five operation deaths, givinig a mortality of 7.5 per cent.
The symptoms present in the series included pain, vomiting, haemorrhage, and loss of weight, but pain was the only symptom invariably present. The ulcer gave rise to abnormality in the opaque meal, either as a lesser-curve spur, as an hourglass contraction, or as seven-hour gastric retention. One or two of these signs might be absent.
In all the cases the ulcer was situated on the lesser curve, mostly on the posterior surface and frequently on that portion related to the pancreas. When the ulcer has perforated the stomach wall completely, the floor of the ulcer is usually formed by the pancreas. A white fibrous ring is developedl at the gastro-pancreatic junction, and this prevents any further healing. Contraction cannot take place and a new stomach wall cannot be grown.
It is only when the stomach has been divided at the pyloro-duodenal junction andl separated from the pancreas that a good view of the pathological anatomy can be obtained. The mucous membrane in the imlme(liate neighbourhood of the ulcer is the seat of gastritis, anid this condition freqLuently extends towards the pylorus.
